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 This visit was the 23 day revisit to verify removal 

of Immediate Jeopardy identified during the 

Investigation of Complaint IN00088734 in the 

survey exited 4/21/11. 

The Immediate Jeopardy cited at F225, F226, 

and F490, has been removed.

This visit was in conjunction with the Investigation 

of Complaint IN00090351.

Survey dates: May 12 and 13, 2011

Facility Number:  000567

Provider Number:  155711

AIM Number:  100289560

Survey team:

Janet Stanton, R.N.--Team Coordinator

Michelle Hosteter, R.N.

Census bed type:

SNF/NF--23

NF--16

Total--39

Census payor type:

Medicaid--39

Total--39

Sample:  4

During this visit, Highland Manor Healthcare was 

determined to have removed the Immediate 

Jeopard as of April 28, 2011 with the revision of 

policies and procedures for the prohibition, 

identification, investigation, and reporting of 
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abuse, neglect, and misappropriation of resident 

property and with the inservices of all staff .  

Highland Manor Healthcare remained out of 

compliance at F225, F226, and F490 at the level 

of no actual harm with potential for more than 

minimal harm that is not immediate jeopardy.

Quality review completed 5/17/11 by Jennie 

Bartelt, RN.
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